Background
Medicaid were 7.5 (95% CI 4.8-11.8) for completely, 9.0 (95% CI 6.5-12.3) for incompletely vaccinated, and 14.6 (95% CI 12.8-16.7) for contemporarily and 52.0 (95% CI 50.2-53.8) for historically unvaccinated. Mean cost for first RV episode per cohort member was $15.33 (95% CI $12.99-$18.03) and $4.26 ($95% CI $2.34-$6.35) lower for completely vaccinated versus contemporarily unvaccinated in Commercial and Medicaid, respectively.
Conclusions
RV vaccination results in significant reduction in RV infection. There is evidence of indirect benefit to unvaccinated individuals.
Background
Rotavirus (RV) is the most common cause of severe diarrhea among children less than five years of age worldwide, accounting for 453,000 deaths each year [1] . Although rarely fatal in the United States (US), RV remains a major cause of severe dehydration and hospitalization in children, thus incurring substantial healthcare resource utilization and costs. Before the initiation of a routine infant RV vaccination program in February 2006, nearly every child in the US was infected with RV by five years of age, resulting annually in approximately 410,000 outpatient visits (doctors' office visits), 205,000-272,000 emergency room (ER) visits, 55,000-70,000 hospitalizations, and total annual direct and indirect costs of approximately $1 billion [2] [3] [4] [5] [6] [7] .
Both the Advisory Committee on Immunization Practices (ACIP) and the American Academy of Pediatrics recommend routine immunization of infants with RV vaccine [7, 8] The vaccine is administered in two doses if Rotarix 1 is used; and in three doses if either Rotateq 1 or a mix of brands (i.e., both Rotarix 1 and Rotateq 1 ) is used. Irrespective of the brand of vaccine used, the ACIP recommends a vaccination window from six weeks old to eight months and zero days old [7] . The National Immunization Survey (NIS) among children 19-35 months of age indicated that 67.3% received either at least two doses of Rotarix 1 or at least three doses of Rotateq 1 in 2011, and 68.6% did so in 2012 [9] .
Estimates of the clinical and economic impact of RV vaccination (including both Rotateq 1 and Rotarix
1
) among children aged less than five years, particularly during recent years' RV seasons, are limited. In addition, published studies to date using real-world practice data to evaluate complete and partial vaccine effectiveness have included only the Rotateq 1 vaccine, and they have not analyzed the Medicaid low-income population [10] [11] [12] [13] . Medicaid is the main public health insurance program for the low-income population in the US, covering 16% of the population for the years 2011-2012; 53% of the population was insured through employer sponsored insurance or other private insurance during this time [14] . In June 2013, more than 28 million children were enrolled in Medicaid and another 5.7 million enrolled in the Children's Health Insurance Program (CHIP) which provides coverage to children in families with incomes too high to qualify for Medicaid but unable to afford private insurance [15] . Medicaid and other public programs provide insurance to a significant proportion of children in the US, though the enrollment varies considerably by race: more than half of Hispanic and non-Hispanic Black children in the US are enrolled in Medicaid or another public program, GlaxoSmithKline Biologicals SA also took in charge all costs associated with the development and publication of this manuscript.
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and approximately one quarter of Asian and non-Hispanic White children in the US are enrolled in these programs [16] . The current study looks at the use of currently available RV vaccines in actual clinical practice in both the privately insured and Medicaid insured populations. Given the differences in the privately and Medicaid insured populations in terms of income and race and the inability to adjust for these factors, the current study examined outcomes separately in each population.
The objectives of this study were to describe and compare clinical and economic outcomes among completely vaccinated, incompletely vaccinated, and unvaccinated children following the ACIP recommended vaccination window. Outcomes were also compared between unvaccinated children under five years after the availability of vaccination to a similarly aged cohort of unvaccinated children prior to the availability of vaccination to ascertain the indirect benefits of the vaccine. As the ACIP recommended vaccination window concludes at 8 months and zero days, follow-up to assess RV clinical and economic outcomes by vaccination status began at 8 months. As a sensitivity analysis, RV clinical and economic outcomes by vaccination status were also assessed during the vaccination window, from 6 weeks to 8 months of age.
Methods

Data Source
Data from the 2000-2011 Truven Commercial Claims and Encounters and the 2002-2010 Truven Medicaid databases were analyzed separately. Truven data are derived from insurance claims and contain de-identified information from various public and private health plans, including: comprehensive, exclusive provider organizations, health maintenance organizations, non-capitated point-of-service, preferred provider organizations, capitated or partially-capitated point-of-service, consumer-driven health plans, and high deductible health plans.
The Truven Commercial database contains claims from enrollees of approximately 100 employers and a number of health plans. During the study period of 2000-2011, data from approximately nine million children under five years of age were captured. The Truven Medicaid database contains the pooled healthcare experience of approximately 7 million Medicaid enrollees from seven state contributors and five Medicaid health plans. During the study period of 2002-2010, data from approximately 4.5 million children under five years of age were captured. In both databases, information is available on patient demographics, date of service, place of service (hospital, ER, urgent care facility, outpatient clinic), International Classification of Diseases 9 th edition (ICD-9) codes, Current Procedural Terminology (CPT) codes, length of hospital stay, and cost data in the form of payments made by insurers and patients (copay) to providers (i.e., physicians and hospitals). The data included in the Truven database are deidentified and are in compliance with the Health Insurance Portability and Accountability Act of 1996 to preserve participant anonymity and confidentiality. The study was reviewed and approved by the Institutional Review Board of the University of Medicine and Dentistry of New Jersey.
Study Population
To be included in the study population, beneficiaries must have continuously received both medical and pharmacy benefits (to ensure complete claims data) from birth to age 8 months (or beyond) to assess RV vaccination during the ACIP recommended vaccination window. Due to the absence of birth dates in third party data cuts in Truven insurance claims data, the enrolment date was used as a proxy for birth date when year of first enrolment and birth year were equivalent. Beneficiaries who enrolled in capitation-based health plans, and therefore may have incomplete claims, were excluded. Individuals with RV-coded encounters identified by claims with the specific ICD-9 code for RV (008.61 -Enteritis due to rotavirus) prior to 8 months of age were excluded from the analysis as incidence of first episodes of RV following the vaccination window was a main outcome of interest.
Study Design
A retrospective, longitudinal, open-cohort design was used for this study. Each eligible child was observed from his/her estimated birth date to end of continuous eligibility (i.e., due to disenrollment, data cut-off, or death) or five years of age, whichever occurred first. Individuals' person-time was partitioned into the periods from 6 weeks through 8 months old to assess exposure to RV vaccines during the vaccination window, and from 8 months old and onwards to assess clinical and economic outcomes. Each child has a unique identifier in the database allowing for capture of longitudinal data.
Vaccination Cohorts
Children who received two Rotarix Comparisons between contemporarily and historically unvaccinated children who were similarly aged were done to assess indirect effect of vaccination which occurs when unvaccinated individuals gain protection against infection when others are vaccinated and thus less likely to acquire and transmit infection.
Study Outcomes
Clinical Outcomes. Clinical outcomes of interest included first episode of RV infection, RV-coded healthcare encounters (i.e., hospitalizations, outpatient visits, and ER visits), and diarrhea-coded healthcare encounters. As testing for RV is not performed routinely on all patients with diarrhea, claims coded as RV likely represent only a fraction of all RV-related encounters [10, 17] ; thus diarrhea-coded healthcare encounters were also of interest. RV-coded encounters were identified by claims with the specific ICD-9 code for RV (008.61, enteritis due to rotavirus). The first occurrence of an RV-coded encounter marked incidence of first RV episode. Diarrhea-coded encounters were identified by claims with the non-specific ICD-9 codes for diarrhea: 009.0-009.3 (presumed infectious gastroenteritis), 558.9 (presumed noninfectious gastroenteritis), 787.91 (diarrhea), 008.6-008.8 (viral gastroenteritis), 001.0-005.9 (cholera, typhoid/paratyphoid fevers, other salmonella infections, shigellosis, and bacterial food poisioning; excluding 003.2 [localized salmonella infections]), 008.0-008.5 (bacterial gastroenteritis), and 006.0-007.9 (amebiasis and other protozoal intestinal disease; excluding 006.3-006.6 [parasitic gastroenteritis]).
A claim identified as the primary discharge diagnosis or 1 of 15 other possible discharge diagnoses from inpatient admission data was classified as a hospitalization. A claim identified in 1 of the 2 diagnosis fields in the outpatient services data was classified as an outpatient visit. Encounters were classified as ER visits (i.e., not hospitalizations or outpatient visits) if "urgent care facility" or "emergency room" was specified in either the inpatient or outpatient services data. Patients evaluated in more than one setting for the same RV episode may have resulted in multiple encounters appearing in the database for the one RV episode.
Economic Outcomes. Total, inpatient, outpatient and ER mean costs were calculated for first RV and first diarrhea episodes that occurred within each cohort. For each individual with a first RV episode, the costs incurred during the episode were summed. RV-coded claims dated within 14 days of each other were used to identify the episode of first RV infection. The first RV episode was assumed to last from 14 days before the first RV-coded claim to 14 days after the last RV-coded claim of the episode (unless truncated by end of continuous eligibility). Individuals with no first RV episode had a cost of zero for cost of first RV episode. Similar methods were used to calculate the cost for diarrhea episode.
Statistical Analysis
Overall Cohort Description. For all eligible children, gender, year of eligibility start, health plan type, and race (for Truven Medicaid) were described, as well as vaccination cohort. Frequencies and proportions were reported for categorical variables, while medians and ranges were reported for continuous variables.
Clinical Outcomes. Using data from the follow-up of each child, the incidence rates of first RV episodes, RV-coded healthcare encounters and diarrhea-coded healthcare encounters were calculated by dividing the total number of each event by the total person-years of observation for each vaccination cohort. The resulting incidence rates were reported as events per 10,000 persons per year. This person-time approach was used to account for different lengths of observation among study subjects in a non-experimental setting. Poisson regressions were used to generate the incidence rates' 95% confidence intervals (CIs). Incidence rates were compared between vaccination cohorts by incidence rate ratios.
Economic Outcomes. Mean total, inpatient, outpatient and ER costs were calculated for first RV and diarrheal episode by summing first episode costs for a cohort and dividing this by the number of individuals in the cohort. As individuals with no first RV episode had a cost of zero for cost of first RV episode, these individuals contributed a cost of zero to the sum of first episode costs. Since cost data are often not normally distributed, the bootstrapping method was used to estimate the 95% CI of the difference in costs between vaccination cohorts. Bootstrapping methods make no assumptions about data distributions and are thus a valid approach for making statistical inferences [18] . With the bootstrapping method, the patients within the vaccination cohorts were sampled with replacement 500 times. Within each of the 500 resamples, differences in cost between cohorts for RV (and diarrhea) episodes were calculated. The cost differences between vaccination cohorts from the resamples were then used to determine the 95% CIs for the cost differences.
Sensitivity Analysis. In a separate analysis we compared outcomes from 6 weeks to 8 months of age between historically unvaccinated children, contemporarily unvaccinated children and children with some RV vaccination prior to 8 months during the vaccination window. This was conducted as a sensitivity analysis as children during this time could be partially vaccinated and not yet eligible, simply due to age, to meet full vaccination according to ACIP guidelines. Each eligible child was observed from his/her estimated birth date to 8 months and 0 days old. Individuals' person-time in the period from 6 weeks through 8 months old was examined to assess exposure to RV vaccines during the vaccination window, and to assess clinical and economic outcomes during this time. Children who received any RV vaccinations during the vaccination window contributed person-time to the any vaccination cohort. The historically unvaccinated cohort was for individuals who were 8 months old prior to 2007 (and thus reached the end of the vaccination window either in the year that RV vaccine was introduced or else prior) and received no vaccination during the window. The contemporarily unvaccinated cohort was for individuals 8 months old after 2006 with no vaccination during the window. For the period from 6 weeks to 8 months old, claims with the ICD-9 codes for diarrhea and/or RV were identified and used to describe the clinical and economic burden of RV by vaccination status as described for the main analysis.
For all cost analyses, costs were inflation-adjusted to 2012 US dollars based on the medical care component of the Consumer Price Index.
All analyses were performed using SAS software version 9.2 (SAS Institute, Inc., Cary, NC, USA).
Results
A total of 1,069,485 patients observed for 1,525,125 person-years were included in the analysis of commercial data, and 515,577 patients observed for 837,427 person-years were included in the analysis of Medicaid data (Table 1) . Among the commercially insured children, 68.5% were eligible from birth on or after 2007. In the commercial population of children who were eligible for vaccination in 2007 or later, 66.2% of children had received at least one RV vaccine by 8 months of age. Forty four percent had completed the vaccination series per ACIP recommendation, and 22.4% had incomplete vaccination series per ACIP schedule.
In the Medicaid population, 31.5% were eligible from birth on or after 2007. Thirty two percent of children in this Medicaid population who were eligible for vaccination in 2007 or later had received at least one RV vaccine by 8 months of age. Among those eligible for vaccination during that time, 12.9% had completed the vaccination series per ACIP, and 19.5% had incomplete vaccination series at 8 months of age.
Clinical Outcomes
As shown in Table 2 , among children after 8 months of age in the Commercial population, the incidences of first RV episode per 10,000 persons per year in the complete vaccination cohort As shown in Table 3 , among children after 8 months of age in the Commercial population, the RV-related inpatient, outpatient and ER visit rates were significantly lower in the contemporarily unvaccinated cohort compared with the historically unvaccinated cohort as demonstrated by the IRRs less than one. In this age group, those completely vaccinated and incompletely vaccinated both had significantly lower RV-related inpatient, outpatient and ER visit rates compared with the contemporarily unvaccinated cohort. There were similar findings in the Medicaid population for children after 8 months. Except for the comparison of inpatient visits among complete vaccination versus contemporarily unvaccinated, all other IRRs between vaccination cohorts and unvaccinated cohorts were statistically significant.
The incidence of diarrhea-related resource utilization for both the Commercial and Medicaid populations is described in Table 4 . Among children after the age of 8 months in the Commercial population, the diarrhea-related inpatient and outpatient visit rates were significantly lower in the contemporarily unvaccinated cohort compared with the historically unvaccinated cohort as demonstrated by the IRRs less than one. The diarrhea-related ER visit rate was significantly higher in the contemporarily unvaccinated cohort compared with the historically unvaccinated cohort. Those completely vaccinated and incompletely vaccinated both had lower diarrhea-related inpatient and ER visit rates compared with the contemporarily unvaccinated cohort; the opposite was found for the outpatient visit rate. Among children after the age of 8 months in the Medicaid population, the diarrhea-related inpatient, outpatient and ER visit rates were significantly lower in the contemporarily unvaccinated cohort compared with the historically unvaccinated cohort. Diarrhea-related resource utilization was higher for those completely vaccinated and incompletely vaccinated compared with the contemporary unvaccinated.
Economic Outcomes
The mean costs per patient of first RV episode for the Commercial and Medicaid populations are shown in Table 5 . In the Commercial population among children after the age of 8 months, the mean total cost, inpatient cost, outpatient cost and ER cost was lower for the completely vaccinated versus the contemporary unvaccinated cohort, for the incompletely vaccinated versus the contemporarily unvaccinated cohort, and for the contemporarily unvaccinated versus historically unvaccinated cohort; the differences were statistically significant. The mean cost differences between those who completed vaccination compared to those contemporarily unvaccinated were $15. The cost per patient of first diarrhea episode for the Commercial and Medicaid populations is shown in Table 6 . In the Commercial population among children after the age of 8 months, the mean total cost, inpatient cost, outpatient cost and ER cost was lower for the contemporarily unvaccinated versus historically unvaccinated cohort, completely vaccinated versus contemporarily unvaccinated cohort, and incompletely vaccinated versus contemporarily unvaccinated cohort; the differences were statistically significant. The mean total cost difference between those who completed vaccination compared to those contemporarily unvaccinated was $34.84 (95% CI $17.69-$49.62) and $21.69 (95% CI $6.57-$37.40) per patient in Commercial and Medicaid populations, respectively. The largest difference in the mean cost of first RV episode was among the inpatient costs for comparisons between completely vaccinated and contemporarily unvaccinated. 
Sensitivity Analysis
For this analysis, a total of 1,425,387 patients observed for 674,290 person-years were included in the analysis of Commercial data, and 640,904 patients observed for 311,156 person-years were included in the analysis of Medicaid data. As shown in S1 Table, among children 6 weeks to 8 months of age in the Commercial population, the incidence of first RV episode per 10,000 persons per year in the any vaccination cohort (5.2 [95% CI 4.5-6.1]) was statistically significantly less than the incidence in the contemporarily unvaccinated cohort (13.8 As shown in S2 Table, among children 6 weeks to 8 months of age in the Commercial population, the RV-related inpatient, outpatient and ER visit rates were significantly lower in the any vaccination cohort compared with the contemporarily unvaccinated and historically unvaccinated cohorts, as demonstrated by the IRRs less than one. In the Medicaid population, the visit rates were not always lower in the any vaccination cohort compared with the contemporarily unvaccinated cohort and were statistically higher for the outpatient visit rate. The visit rates were significantly lower in the any vaccination cohort compared with the historically unvaccinated cohort. The diarrhea-related utilization rates for both populations showed higher utilization in the any vaccination cohort compared with the contemporarily unvaccinated cohort for some types of utilization as well (S3 Table) .
The mean total cost, inpatient cost, outpatient cost and ER cost per patient of first RV episode was lower for the any vaccination cohort versus contemporary unvaccinated cohort, and for the any vaccinated cohort versus historically unvaccinated cohort in both the Commercial and Medicaid populations, although statistical significance was not always reached in the comparisons in the Medicaid population (S4 Table) . In the Commercial population, the mean total cost, inpatient cost and ER cost per patient of first diarrhea episode was significantly lower for the any vaccination cohort versus contemporary unvaccinated cohort; the mean outpatient cost was significantly higher though. In the Medicaid population, the mean outpatient and ER costs were also significantly higher in the any vaccination cohort versus contemporary unvaccinated cohort. In both populations, the mean costs were significantly lower for the any vaccination cohort versus historical unvaccinated cohort (S5 Table) .
Discussion
In this study, since the introduction of the RV vaccine, only 43.8% of children in the Commercial population and 12.9% of children in the Medicaid population had completed vaccination according to ACIP guidelines (vaccination by 8 months of age). The CDC reported that 43%, 59% and 67.3% of children aged 19 to 35 months were fully vaccinated against rotavirus in 2009, 2010 and 2011 respectively [9, 19] . CDC also reported that in 2009, 39% of infants had been vaccinated with RV vaccine by 7 months of age [19] . It is important to note that data for the vaccination cohorts in the current study covers 2007-2011 for the Commercial population and 2007-2010 for the Medicaid population, thus trends in vaccination during these years make it difficult to compare vaccination coverage to that reported in any particular year by CDC. Also, complete vaccination coverage reported by CDC required that the correct number of doses be given to the child, while vaccination coverage in the current study required that the correct number of doses be given to the child within the ACIP recommended vaccination window.
Findings from the current study show that RV vaccination within the ACIP recommended vaccination window, including those achieved by mixed vaccination, results in significant reduction in RV infection for children after 8 months old. The analysis of the Commercial population shows that the incidence of RV infection among contemporarily unvaccinated children was more than five times higher than among completely vaccinated children. In the Medicaid analysis, RV infection incidence among contemporarily unvaccinated children was two-fold higher than among completely vaccinated children. Similar trends were seen with RV-related healthcare resource utilization. The findings in this study on decline of RV infection following vaccination are in agreement with other published studies [10] [11] [12] [13] .
This current study also reports that the incidence of RV infection among contemporarily unvaccinated children was higher than among incompletely vaccinated children after 8 months old. In a claims analysis, Wang et al. [12] observed that incomplete Rotateq 1 vaccination exhibits effectiveness against rotavirus. However, it must be noted that both these studies are observational. The current study was not designed to evaluate incomplete vaccination. Incomplete vaccination is not recommended by ACIP as it has not been evaluated in clinical trials. Furthermore, some children categorized as incompletely vaccinated in the current study went on to complete vaccination outside the ACIP recommended vaccination window; in the Commercial population 7,017 (4%) and in the Medicaid population 7,160 (22%) of those incompletely vaccinated did complete vaccination off schedule. These children may have had benefits more similar to completely vaccinated children, albeit delayed. It is also possible that some of the benefit observed in the incompletely vaccinated group in the current study is due to herd immunity gained from others being completely vaccinated.
Comparisons of outcomes between the contemporary cohorts-that is, completely vaccinated, incompletely vaccinated and contemporarily unvaccinated-should be made while considering that inherent differences between groups may contribute to differences in outcomes between these groups. Healthcare seeking behavior in general may be strongest among the completely vaccinated and weakest among the contemporarily unvaccinated, with the incompletely vaccinated somewhere in between those two groups. Individuals who seek vaccination may be more likely to seek wellness visits and sick visits. Thus, completely vaccinated individuals may have seemingly similar rates of RV infection as those incompletely vaccinated, but this could be due to completely vaccinated individuals being more likely to seek care when they are not well and thus have a greater likelihood of having a claim for RV infection.
Another important consideration when comparing outcomes across cohorts is the relatively short follow-up time. Among the historically unvaccinated cohort, average follow-up was 1.5 years and 1.8 years in the Commercial and Medicaid populations, respectively. Among contemporary vaccination cohorts, average follow-up ranged from 1.2 to 1.6 years in the Commercial population and 1.2 to 1.3 years in the Medicaid population. In the Commercial cohort, 11% of children born in the post-RV vaccination era were born in 2011 which was the last year of data availability. Likewise, in Medicaid, one quarter of children were born in 2010, the last year of data availability for that database. Firstly, a short follow-up period in the contemporary cohorts limits the ability to detect waning immunity. With this relatively low average length of follow-up, waning of immunity conferred by vaccination occurring several years after vaccination would not have been detected in the current study. Thus, the benefits of complete and incomplete vaccination reported here may not apply to immunity five years following vaccination. Secondly, a reduction in infection rate of any pathogen, as commonly seen with widespread vaccination, is associated with an increased average age in the population of acquiring that particular infection [20] . With the introduction of RV vaccination, the average age of RV infection may have increased. The relatively short average length of follow-up in this study may not have been long enough to reveal later infections occurring in the vaccinated cohorts.
In both the Commercial and Medicaid populations, the rate of RV was at least two fold higher among historically than contemporarily unvaccinated children for children after 8 months of age, indicating a possible strong indirect effect of the vaccine. Children in the historically and contemporarily unvaccinated cohorts were similar in terms of regional distribution and insurance type (for the Commercial population) as well as having been observed for the same age period. A prior observational study by Cortes et al. [10] demonstrated an indirect benefit of RV vaccination for 2007-2008 but not for 2008-2009. The current study evaluated indirect effect for the entire post-vaccination period which was longer than that observed in the study by Cortes et al. [10] .
Although the study was not designed to compare rates between Medicaid and Commercial populations, this study noted lower reduction of disease for the vaccinated versus unvaccinated in the Medicaid population compared to the Commercial population. The lack of race data in the Commercial database and lack of socio-economic status data (SES) in both databases makes it impossible to adjust for differences and potential confounders. Other studies have noted less benefit for oral RV vaccination with lower SES when comparing results across countries [21] . Clinical trials conducted in various global locations showed that in middle income settings in Latin America, South Africa and Vietnam vaccine efficacy ranged from 72% to 83%; in low income settings in Asia and Africa vaccine efficacy was lower, ranging from 39% to 49% [22] [23] [24] [25] . It has been hypothesized that the poorer response in these lower SES settings may be due to such factors as a poor immune response or a very high incidence rate that overwhelms the immunity that vaccination is meant to confer [21] . It is unknown whether such differences exist to the same extent between SES settings in the US and whether these would have contributed to the difference in disease reduction observed in the Medicaid versus Commercial population.
Some of the findings on diarrhea-related resource utilization showed unanticipated results. For example, among children after the age of 8 months in the Commercial population, diarrhea-related outpatient visits were significantly higher among the vaccinated versus contemporarily unvaccinated while the opposite was found for inpatient and ER visits. In Medicaid, inpatient, outpatient and ER visit rates for the vaccinated were higher than the contemporarily unvaccinated. This may have occurred if vaccinated children were more likely than unvaccinated children to be taken for a healthcare visit upon the appearance of any diarrheal symptoms which include infection other than RV. Similar to what was stated previously, vaccinated children may be more likely than unvaccinated children in general to exhibit healthcare seeking behavior. It must be remembered that this outcome was measured by all events with any indication for diarrhea and not specifically RV, so higher diarrhea-related resource utilization among the vaccinated could reflect greater healthcare seeking behavior for these non-RV infections. Thus, this outcome is more difficult to interpret than the outcome with RV specific coding.
The economic analysis of RV burden by vaccination cohort demonstrated lower cost burden as well for both complete and incomplete vaccination relative to unvaccinated children. In the Commercial analysis for children after the age of 8 months, the mean total cost per cohort member for first RV episode was nearly $15 greater for unvaccinated children compared with completely and incompletely vaccinated children. For a birth cohort of 3,952,841 children, the size of the US birth cohort in 2012 [26] , this translates to a savings in treating first RV episodes of nearly 60 million dollars when all are vaccinated. The mean total cost per cohort member for first RV episode was approximately $17 greater for unvaccinated children prior to the availability of vaccination compared with unvaccinated children after the availability of vaccine. Savings and similar trends for the same comparisons were seen in the Medicaid population.
The current study focuses on RV-related and diarrhea-related events among vaccination cohorts after 8 months of age as vaccination should have been completed by the age of 8, according to ACIP guidelines. The burden of RV disease among children younger than 8 months of age is also a concern. Before the availability of vaccination, it was estimated that one in five children hospitalized with RV in the US was less than six months of age [27] . In the sensitivity analysis, we did compare outcomes before 8 months of age between historically unvaccinated children, contemporarily unvaccinated children and children with some RV vaccination prior to 8 months. In the analysis of the Commercial population, the rate of RV incidence was significantly higher in the historically unvaccinated cohort versus the contemporarily unvaccinated cohort, and the rate of RV incidence was significantly higher in the contemporarily unvaccinated cohort versus the cohort with any RV vaccination prior to 8 months. In the analysis of the Medicaid population, the trend was similar for the any vaccination versus historically unvaccinated cohort; however, the rate of RV incidence was not higher in the contemporarily unvaccinated cohort versus the cohort with any RV vaccination prior to 8 months. The RV-related and diarrhea-related utilization rates were lower in the any vaccination cohort compared with the historical unvaccinated cohort but sometimes higher in the any vaccination cohort compared with the contemporary unvaccinated cohort prior to 8 months of age. Comparing outcomes between cohorts prior to 8 months of age is difficult though, as individuals may be in the process of receiving vaccination during this time. An individual who receives vaccination during this time in accordance with ACIP guidelines, for example, can have a period of no vaccination followed by partial vaccination followed by complete vaccination once the series is complete. Thus, RV outcomes prior to 8 months for individuals with any RV vaccination during this time include outcomes that may have occurred during a time of no vaccination, partial or full vaccination. The choice for the current study to focus on outcomes occurring after the age of 8 months, the end of the ACIP-recommended vaccination window, is consistent with prior research published by Payne et al. [28] .
There are some limitations of the current study to consider. First, we examined data from only three and four post-RV vaccine seasons in Medicaid (2007 Medicaid ( -2010 and Commercial (2007-2011) populations, respectively, and cannot be certain that observed changes were due solely to vaccine use. Secular trends in the incidence of RV and other diarrheal pathogens could affect our findings. Second, although we conducted stratified analysis by age and considered pre/post-RV vaccine availability in our analysis of unvaccinated children, we may not have accounted for all confounders; as RV spreads easily among infants and young children [29] factors such as having siblings or daycare attendance could influence risk of RV and could have confounded the observed associations. As with all claims database analyses, ICD-9 codes were used to identify diagnoses; these codes may not reflect confirmed clinical diagnoses and lack information to assess severity of illness. Moreover, medical services obtained outside of a patient's plan are not captured in a claims database. Thus, there is the potential for exposure misclassification if an individual received vaccination outside a health plan. In addition, resource utilization and costs in this study may be underestimated if a patient sought care outside his or her plan. Additionally the inability in both the data sources to adjust for SES must be considered as a limitation.
In conclusion, this study utilizes data from more than two million children in both Commercial and Medicaid settings and adds to our understanding of the benefits of RV vaccination. RV vaccination confers benefits both in terms of reduction in RV episodes and RV-related resource utilization. In addition, average patient costs due to RV and diarrheal episodes are substantially less among RV vaccinated cohorts in both populations. Vaccination also confers benefits to unvaccinated individuals in the population.
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